Introduction: Considering physical and emotional changes affecting women's sexual function in postpartum period. Aim: This study was conducted to determine the sexual dysfunction and postpartumrelated factors in Bandar Abbas women in 2016.
INTRODUCTION
Sexual activity and satisfaction are recognized as one of the most important dimensions in human life (1) . According to World Association for Sexual Health (WAS), sexual desires are integral parts of every person's personality (2) . Sexual function includes desire, arousal or excitement, orgasm and resolution (3) . Sexual dysfunction is a chain of the psychosexual disorders and hard experience of individuals and couples that are manifested in terms of dysfunction in sexual desire, sexual arousal, orgasm and pain during intercourse (4) .
Female sexual dysfunction is one of the most common problems that affect approximately 40-45% of women (5) . The results of the study in Iran showed that 31.31% of women suffered from sexual dysfunction in such a way 35%, 30%, 33.7%, 37%, 26.7% and 31.5% of them respectively complained from sexual dysfunction, sexual anxiety disorder, vaginal dryness, orgasm disorders, pain disorder, and sexual satisfaction disorder (6) . Several periods of hormonal changes in the lives of women such as menstruation, pregnancy and childbirth, postpartum, menopause, and multiple pregnancy affect their sexual performance (5) . Pregnancy and childbirth are definite periods of a woman's life that causes hormonal and physical changes in a person and have significant effects on mothers' health and their quality of life (7) .
Postpartum period is known as a vulnerable and stressful period for women from different cultural backgrounds who accompanied by significant social and individual changes for the mothers who encounter many new concerns and problems during this period (8) . Postpartum sexual function is an important issue for couples, since the first sexual intercourse is an important step for couples to establish a sincere relationship (9) . Childbirth leads to anatomical and functional changes in the pelvic floor muscle, as most postpartum women who complained from sexual problems during this period which these sexual problems resolves usually one year after childbirth (10) . Several factors can have influence on sexual dysfunction in the childbirth period, such as parity, breast feeding, mode of delivery, episiotomy, stress, fatigue and physical and psychological problems such as postpartum depression (2) .
Couples generally experience significant reductions in postpartum sexual activity due to hormonal changes and compliance with parental role (11) . Many women begin their sexual activity within 3 months of delivery; however, 83% of them have sexual problems within 3 months of delivery and 18-30% of them experience sexual problems within 6 months of delivery, and 30% to 52.5 % of them complain from dyspareunia or pain during intercourse (12) . Various studies showed that the prevalence of physical postpartum and sexual problems in Iran are very different ranging from 22-86% (13) (14) (15) (16) .
In a study, 15% of non-lactating mothers and 35% of lactating mothers complained from pain during intercourse; sexual activity began in 62% of women after 6-8 weeks after delivery, and 81% of women resumed their sexual activity up to 3 months after delivery. A total of 89% of them complained from extreme fatigue during the first six months after childbirth to the extent that this fatigue led to sleep deprivation and had an impact on their sexual life (17). Women's refusal to perform sexual activity in the afterbirth period until weaning the child is deeply affected by the culture of the various areas in the postpartum period (18) .
Women often experience sexual problems with the onset of sexual intercourse, which is usually not reported by women; therefore, no medical intervention is provided for them, which is due to poor verbal communication between health care providers and the mother about sexual mattes (5) . In 2004, the World Health Organization recommended further researches on sexual health of reproductive health due to its importance independently, the underlying cause of many disorders and diseases as well as awareness lack of sexual health in worldwide (19) . The World Health Organization (WHO) has always emphasized that postpartum maternal, neonatal care, the provision of information and sexual counseling to women according to their needs is an ideal opportunity to address problems related to a sexual health and sexual function (20) .
Therefore, it is essential to recognize the various aspects of sexual problems in postpartum period has known as direct or indirect effects, these disorders on family relationships between couples and develop knowledge about sexual issues during postpartum period and highlights the importance of investigating and consulting women on their sexual issues in the postpartum period (21).
AIM
The study aimed to determine the sexual dysfunction and postpartum related factors in Bandar Abbas women in 2016.
MATERIAL AND METHODS

Study design
This is a cross-sectional analytical study that was conducted to determine the sexual dysfunction and its related factors in postpartum period in women who living in Bandar Abbas in 2016.
Study population
This study was one component of a longitudinal study of women's health after childbirth. Participants were recruited when they gave birth in the maternity unit of a healthcare centers in Bandar Abbas. Finally, Subjects were selected from five health centers that had the most clients and were selected using systematic random sampling. The sample size was calculated at the 5% level of significance and finally the sample size was 432, which was obtained by simple sampling using the following equation.
Selection of study subjects The inclusion criteria included lactating women who were between 2 to 12 months postpartum and were willing to be interviewed and had no history of complications such as preterm labor, gestational hypertension, postpartum depression, etc during pregnancy, postpartum delivery, and those who were also referred to healthcare centers for receiving services were selected for this study. If the study samples had a history of untreated pre-pregnancy problem, they were excluded from the study. Then¸ the researcher went to the selected health centers and completed the questionnaires for those whom were eligible to participate in the study. Sampling was carried out from June to October 2016.
Study instrument
The data collection instruments included demographic and obstetric questionnaire and the Female Sexual Function Index (FSFI). The demographic and obstetric questionnaire consisted of 32 demographic and midwifery questions, including age, education, spouse's occupation, age difference with the spouse, ethnic difference with the spouse, housing situation and separate bedrooms, level of income, pregnancy and childbirth, number of children, type of delivery, birth weight, episiotomy status and rupture during delivery, gender of the baby, desire for the baby gender from the spouse's viewpoint, contraceptive method, lactation status, mean intercourse in the week before pregnancy and postpartum, time of intercourse to the week after childbirth, the way of marriage and satisfaction with marital life. Since the questions were adjusted according to the specific conditions and requirements of the target group in current study, therefore the validity and reliability of the questionnaire were tested. The qualitative content validity of the questionnaire was approved by a panel of experts in the field.
FSFI is a 19-item questionnaire that measures female sexual function in 6 areas of sexual function: sexual desire (2 items), sexual stimulation (4 items), vaginal moisture (4 items), orgasm (3 items), satisfaction (3 items), and sexual pain (3 items). These subcategories have a response spectrum of 1 to 5, and a score greater than 5 indicates a better sexual performance. A score of less than 28 indicates an undesirable sexual function. This instrument should be used for pre and post-intervention evaluation (22) . In a study, Ahmad Shirvani and Bagherinsami (2011), deter-mined its reliability using the SPILIT method and obtaining α = 0.84 (16) . In the present study, the internal consistency calculation method was used to calculate the reliability of the instrument.
Ethical issues and data collection
This research was carried out based on the approval of the Ethics Committee of Hormozgan University of Medical Sciences (HUMS.REC.1395.69) and after obtaining a permission and introduction letter from the university. The researcher then introduced himself to the research center by submitting a written introduction letter, and obtained written informed consent from the subjects, away from any coercion, threat, or seduction. The research subjects were given information about the method of implementation, purpose and the duration of the research. Their questions were answered, and then were included in the research.
Statistical analysis
Data description was performed using appropriate charts and frequency tables. Pearson correlation coefficient, regression and other suitable parametric and nonparametric tests are used to analyze the data. Finally, data analysis was performed in SPSS ver. 22 at significance level of P< 0.05.
RESULTS
All women were interviewed. The response rate was 97.22% (N=420). Table 1 shows the relationship between the types of sexual disorders and the duration of delivery. The mean score of all types of postpartum sexual disorders increases as time passes, and the level of these disorders is reduced, except for sexual satisfaction domain, the mean score did not show significant differences over time (p= 0.409). Table 2 shows trend of sexual dysfunction´s frequency and its domains in periods of 2, 4, 6, 9 and 12 months after delivery and the overall postpartum prevalence of sexual dysfunction was 85.95% in this city. The tables shows distribution of postpartum sexual disorders by months and all types of sexual dysfunction were more prevalent in 2 months after childbirth and this rate decreased with time after childbirth. The most common postpartum sexual disorder is pain during sexual intercourse and subsequent sexual desire disorder. Table 3 shows the relationship between different types of demographic and obstetric variables with sexual dysfunction. There was significant correlation between sexual dysfunction and factors such as length of marriage (p< 0.001), number of children (p< 0.001), familial relation (p = 0.028), episiotomy (P = 0.002) and contraceptive method (p = 0.001).
DISCUSSION
Sexual dysfunction has an important impact on quality of life and interpersonal relationships between couples. Since physical, psychological and physiological changes in pregnancy and childbirth are effective on women's sexual function, the aim of this study was to determine the sexual dysfunction and its related factors during postpartum period among women in Bandar Abbas in 2016. In this study, 85.95% of women experienced some degree of sexual dysfunction, one year postpartum with the highest rate of sexual dysfunction occurring during the first 2 months postpartum (36.3%) and gradually decrease over time, with the lowest occurring in 12 months postpartum (10%). Therefore, the female sexual function score improved in the first 2 months postpartum (20.72) months postpartum consistent with results of other studies. Gazner reported the highest and lowest prevalence rate of sexual problems during the first eight weeks postpartum (53%) and one year postpartum, (31.5), respectively (23) . Also, the prevalence of sexual disorders in the first trimester after delivery in Zhou's and Bart's study was 70.6% and 83% respectively, which is reached 34.2% and 64% in the sixth month, respectively (12) . Most of studies referred to the higher prevalence rate of sexual disorders in the first months of childbirth and its subsequent reduction. The different prevalence rates reported by various studies can be attributed to racial, cultural, social factors, etc., as well as the difference sexual problems are examined (6) . According to the results of the present study, sexual desire and sexual arousal disorder are the most frequent sexual disorder in 2, 4, 6 months postpartum (40%), which is reached to the lowest level of sexual disorder (7%) during the 12 months postpartum. Therefore, sexual desire and arousal score increased over time, resulting in a significant correlation between sexual desire score and length of interruption in the initiation of postpartum intercourse. These results were consistent with Shirvani et al. (2011) who reported the mothers initiated sexual intercourse one to three months postpartum (16) . In various studies, fatigue due to maternal duties, stress and sleep disorder have been reported as the cause of decreased sexual desire in the first months of postpartum (24) . Therefore, during this period, women need psychological counseling, which emphasize the fact that this issue must be addressed by midwives and health care providers. The most frequent sexual disorders were 9 months postpartum included orgasm (10.8%) and sexual dissatisfaction (10.7%). Factors affecting female sexual satisfaction included relationship between the spouse such as intimacy, honesty, calm, respect, and positive emotions. In fact, the main factor in female sexual response is the enthusiasm and satisfaction of the sexual partner (25) . Therefore, psychological and physical factors such as physical discomfort, body appearance discomfort, lower physical ability, increased fatigue, vaginal dryness, playing maternal new role, less resting, and type of contraception can be effective on female sexual satisfaction. These results emphasize on presence of spouses in sexual and psychological counseling, since along with women, men should be trained. Moridi et al. (2017) emphasized in their study to use the pair training program instead of individual women's counseling, and help to promote family health by participating women in prenatal care and their proper training and application (26) .
Another result of the present study referred to the most frequent disorders in 12 months postpartum and the most common sexual dysfunction postpartum was pain during intercourse, which is consistent with the results of Holland's and Boroumand's study. Therefore, vaginal variation and dryness due to postpartum hormonal changes and women's common complaint of pain during intercourse that can affect sexual desire and arousal, show the importance of this (28) . Considering high prevalence of sexual disorders in this study, the lack of attention to couples' sexual disorders, which can lead to psychological problems and ultimately serious marital problems and family violence , healthcare systems need to pay more attention to this issue. On the other hand, according to the research, most of women often refer to cultural issues, involvement with childcare affairs and life problems as reasons for not to take their sexual problems serious. Midwives and health care providers in the field of sexual issues should be sensitive to couples' sexual counseling by promoting their level of knowledge and obtain skills in postpartum visits (29) . Other results of the present study included the effect of demographic factors on sexual disorders and researchers obtained different results on age effect on sexual performance. Boroumand et al, found in his study no correlation between sexual function status and age, which is consistent with the results of the present study. On the other hand, Rolando 2006) and Otro (2006) found in their study a significant relationship between age and sexual function, and sexual problems increase with age. The results of the studies showed that social and cultural factors can have different results on age effect on sexual function. In the present study, high educated people had more sexual dysfunction, suggesting that only knowing about successful sexual function could not be effective. These results are consistent with the study of Beits (2004) and Tronovsky (2006) . In fact, the high level of education did not help them with good sexual function (30, 31) . On the other hand, in his study, Shirvani et al. (2011) showed that sexual problems are lower in those with higher education (16) . Heidari et al. (2007) showed that employed women had less sexual desire in their postpartum period than housewives, which is inconsistent with the results of this study, suggesting housewives did not have a higher degree of sexual dysfunction than employed women, because considering the high education level of women and the lack of proper employment can contribute to the development of mental disorder (32) .
Most of the sexual disorders were observed in those whom had a shorter duration of marriage (5.37 years); on the other hand, there was a greater disorder in those whom did not have a familial relationship with their spouses. The results revealed the role of consolidation of the family foundation and deep emotional and familial relationship between couples, since family marriage and kinship relationship has been affected postpartum sexual dysfunction. Boroumand et al. emphasised the quality of couple's relationships and intimacy on sexual health, and preserving relationships is an effective way of preventing sexual disorder. Broumand et al. (2012) showed that having a common bed room with children led to a reduction in the sexual function postpartum (25) , while in the present study, even having a separate bedroom, failed to improve postpartum sexual function, suggesting that more rooted causes and effective factors in couples' sexual health should be investigated. In fact, just having a good environment is not enough for having a good intercourse; thus referring to many effective factors, including having mental health. In the present study, as in most studies, there was no relationship between sexual dysfunction and cesarean and vaginal delivery, while Moghimi et al. (2011) showed that sexual function was better in women with vaginal delivery (15) . The results of the present study showed that episiotomy has no effect on sexual dysfunction since women who did not undergo episiotomy suffered from higher incidence rate of sexual dysfunction than women with episiotomy. It seems, if for any reason, an episiotomy is necessary, intercourse is possible after at least three weeks after delivery due to the improvement of the cutting site and sutures, as well as the repair of the placental adhesion site. This underscores the importance of observing a safe interval for the resumption of postpartum intercourse. According to the previous studies, some sexual problems after vaginal delivery are due to the early establishment of intercourse and incomplete repair of episiotomy site (12) .
There was a significant relationship between the contraceptive method and the female sexual function score in postpartum period. The highest and lowest frequent sexual dysfunctions were observed in the withdrawal method and in women who used IUD and injectable contraceptives, respectively; therefore, methods with a failure rate and a lower probability of pregnancy were associated with less sexual dysfunction. Therefore, fear of pregnancy in couples can be considered as one of the related factor on the sexual health. On the other hand, some studies revealed that hormonal contraceptive methods increased the sexual function of women compared with barrier methods such as condom; however, other studies showed that hormonal methods have a negative effect on the sexual desire and reduced the female sexual function score (33) (34) (35) (36) (37) . Considering different results, more studies are needed in this area.
CONCLUSION
In order to promote the family health status and ultimately, the public health, paying attention to sexual health as well as early diagnosis and treatment of sexual dysfunction of couples are important, especially during pregnancy and after childbirth.
